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SUMMARY

The development of the Medical and Occupational History Forms in support of the Navy's
occupational, safety and health programs reflect a concerted effort to establish a comprehensive
summary of an jindividual's medical, employment, and exposure history throughout his or hev adult
lite and help establish a valuable baseline., The Medical History Form consists of four sections:
family history, past medical history, personal history, and review of systems. The Cccupational
History Form consists of three sections: occupational exposure inventory, environmental history,
and chronological occupational exposure. The ascertainment of past medical and occupational his-
tories reyuires a full understanding of a worker's current health statu3 and the potential impact
©1 heulth and tuture job perfcrmance. Cogent and timely use of such i1nformation contributes to
more informed medical and administrativ: decision-making in terms of job placement and health
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pleveiupment of Medical and Occupational History Forms for tne Navy Occupational
flealth Information Management System
INTRODUCTION

Occupational health programs are multidisciplinary 1n nature, involving vrimarily the fie'ds
of occupational medicine, epidemiology, industrial hygiene and toxicology. The computerized
occupational nealth information system, to be maximally effective, should incorporate, as a
minimum, the following types of information: (a) deta.ieu worker and job histuries and Jdemographic
data; (b) an inventory of possible exposures and their potential adverse health effects related to
specific workplace lccations (ec) mebicite ouposure 2213, and {(J) ecepevres wodildar snauilmation
coliected throughout the worker’s career,

The objective of the Navy Occupational Health Information Management System (NOHIMS) is to
provide an information system that will ooordinate the components of the Navy's occupetional
nealth program in order to satisfy the requirements of the Occupational Safety and Health Act of
1970 (1) by helping to provide a safe and healthful working environment for all employees in Navy
industrial facilities.

In order to provide the information needed to coordinate the components of the Navy's
occupational health programs, N HIMS utilizes a datahase consisting of three basic types of data
entered into the system on a continual basis. These data comprise the personnel, environmental
and medical files and are discussed in detail elsewhere (2-4).

A presentation of the types of informetion contained in the NOHIMS database is shown in
rigure 1. tn thls 1i1iyure, petsoniel tocuupatluvnal Biisivrles) and enviromuwenital (indusitial
activities, workplace environments and hazard profiles) data, for the worker population, are
subsumed under the more general label of occupational health data. This report describes the
initial development of the encounter forms that are designed to collect individual medical and
occupational data elements and establish a baseline information base.

DESIGN AND DEVELOPMENT

Department of Defense (5) and Department of the Navy (6-8) instructions kave directed the
establishment of comprehensive, agyressive and effective occupational safety and health programs
in support of the Occupational Safety and Healch Act (1). Among other tasks, these instructions
require "...periodic surveillance to confirm or detect early presymptomatic exposure to health
hazards, naterials and environments at the worksite." Compliance with thes¢ instructions hasg
engendered the need to dwovelop a comprehensive record system that can monitor and document
enployee health and exposure patterns for extended periods of time.

The ascertairment of an individual's previous medical, occupational health care and job
experience histories requires a full understanding of a worker's current healih status and the
potential impact on health risk and future job performance. Cogent and timely use of such
inforrition wuld contribute to more informed mecdical and admin:istrative dCecision-making in terms
of job placement and health risx.

various corporate and medical surveillance information svstems (9) and other sources (10-11}

provided guidance for the pasic structural design and identitication of key da.a #lements nec-




- S Eh A i i s - e - — = TN I TTT Bt o S -""."‘T,'i
O B R L Ol ST T A sa it ST S ST I B A M I A A ira e e AL SRR S R S T A A AN I T TR

essary to provide detailed medical and occupational histories. An sessential requircment of these
data e¢lements is that they be ocoded and tormatted 1n 2 manner that is compatible with other
medically related NOHIMS modules. The ‘Omputer STored Ambulatory Record (COSTAR) medical
information system satisfies this criterion. Co rAR provides extensive user help, aids, and
explanation techniques and is written in the American Nat.onal Stanuvards Institute (ANSI) standard
MUMPS language (2) recently approved tor use by DCD (12).

Appendices A and B represent the initial conceptual davelopment of the medical and occu-
pational history forms, respectively. These forms reflect a concerted effort to provide a
comprehensive medical and uccupetional history based on information of importance to both the
occupational physician and epidemiologist.

DESCRIPTION

Medical History Form - The Medical History Form (MEDHM) consists of 13 pages and is divided into

tour sections: tamily history (¥h), past medical history (PMH!, personal history {I'l), and review
ot systems (ROS}. The family hristory section requests information about various Jiseases or
conditions that a worker's family mombers have or may have had 1n the past. The past medical
history section asks the worker to answer qQuestions concerning allergies, immunizations, use of
medicines, hospitalizatiors and operations, injuries, and treatments for other then minor con-
ditions over the past tive years. some basic demcgraphic informa.ion including marital and
veteran status is ascertained in the personal history section. In addition, information about
lifestyle habits wuch as smoking, alcohol consumption and excercise is requested in this section.
The final section of the medical history form provides a cnmprehensive raview of bedy and organ
systems, All of the items ccvered 1n the Report ot Medical History (SF-93) have been integrated
into this section in addition to other pertinent medical information. Systems reviewed include
the skin, eyes, ears and hearing, nose-throat-mouth-teeth, respiratory and cardicvascular systems,
gastroinlestinal, urinary and reproductive systems, musculoskeletal and nervous systems, and a
miscel lsneous category to cover diseases or conditions that do not fall ander any of the other
systems.

Occupational History Form - The basic format of the Occupational History Form (OCCHX) consists of

6 pages and is divicded into three primary sectio i: occupational exposure 1nventory (OEL),
environmental history (ENV), and ckronolegical occupational profile (Cop). The occupational
exposure inventory section requests information councerning previous work-related injuries or
ltealth prob’ems that may have led to lost work time, or refusal of employment or compensation.
The environmental history section gathers informacion about various non-work related hazardous
exposures encountered by the respondent (e.g., type of home heating and cooking devices, hobbies,
and domestic chemical exposures). These two sections will bhe completed once du:ring the pre-
employment medical examinatio:. with changes submitted on ar annual basis, or as required. The
final section, chronological occupational profile, asks the respoadent about his or her employment
status (curreat or most recent job), health problems or injuries, hazardous expusures and use of

persconal protective equipment related to this job, The COp will be completed for all jobs

(includirng military service) that an individual has held since high school or age eighteen.




IMP: EMENTATION
The cwrrent amplementation plans are to conduct 1nitial teating ot the Medical and occupa-
tional gastory forms at the Civil service Dispensary located gt the North Island Naval Alr
Station, San Dreao, Caliterara, e torms will be completed by porospoctive emplaoyees of the Naval

Alr Rewsrk Facility during the preliminary pha:

ot thelr pre-cnployment nedical examination,

A woaath the prarstone NOIHIMS coplication s directed rowards civiiian employees, ase of these

toras can be eastly adapted toother ndustrial activities at “bhrth istand employing both civilian

amd mrlitary persennaslc dpon final geceptance and Jdisseminat on of NOHIMS, all civilian employees

and miittary personnel who fgve ot orevicously Cilled out these torms will be o vquired 1y do 30 on
aoodle-time pAsls. A nerioadie {unualoy annual) usdate ot A werkse e medical, home environe ent ond
recupat tonal o status will be eondecte] th determine it there have teen any changes 1n health risk.
Inforrmation from the complets 1 torms will e reviewed by an occupational physician and/or arse
and eatered into NOHIMS by aata oatry clerks.
DISCUSETAN

The use ot the Mealca. and Occapational Histary fomms wiil previde o womprelbiensive sumrary of
an individual s medical, em; leyment and exposure hilsoa ry throughout His or her adult lifc and help
cstablish g valuable baseline, Touv example, 1f a person starts working 4t 3 Naval activity with a
physical or med.cal 1mpairment incurred prier to this employment, the government needs to documernt

that fact. Such workers wuld - - 1dentifired via tte Medical and Occupdational mhistory Forms. This

type of 1ntormation woulc be raluable in determining appropriate job placement and/or medical

One must keep 1n mind that with the exception ot veritianle demograpnic data (social security
number, aye, veteran status), most of the other 1ntormation is based o~n an individual’'s memory
and, therefore, may be subject to rec:ll bias. The standardization and structure ot the forms and
clear and concise wording ol the questions will Jessen the likelihood of this type ot bias.

The storaqg- of 1aformation 1n computers gyreatly increases the ease of Information retrieval
and, consequently, the po'ential for epidemiclogical studies. Prescrvation ot this potential may
be realized by maximizing ingv* from the employee during the initial encounter,

The lenyth of the forms and the time required to complete them nay ralse concerns from bothn
management and medical personnel especially in terms of lost production time and increased medical
review and data entry time. An additional concern may be the limits o2f worker attention span and
endurance in completing the forms. This point ia especially relevant depending on the numbe: of
primary jobs that an individual has had during his or her years ot employment,

These forms represent the initial effort to consolidate all pertinent medical, occupational
and exposure information into a comprehensive data file. Following tield testing, design changes
and additions or deletions of data elewents may be expected. The ensuing mod:fications of these

initi1al forms, then, will represent an effort to strike a reasonable balance between the scien-

tific goals and practical consideratiors described.
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APPERDLIX A

* be used to help provide better medical services to you.

It can be relessed only by your signed permission. The Inforwstfon will

G0000L 0000000800000 07000000040000470000000000008000¢0
OFFICE USE ONLY

OCCUPATIONAL MEALTH CARE MEDHX _
MEDICAL HISYORY .
FH/PMH
Please answer the following questlons about your medical history as best you
can. Afterwards, the nurse or doctor will go over your answers with you In privete,
NOTE Al)l of this information remains part of your confidential acdical record. p

SOCYAL STCURIYY NUMBER TODAY'S DATE PROVIDER WO, )
- - / 7
- - —-=- === wonfn BTy~ VEak W™ — — —

FAMILY HISTORY (FH)

GOOMAP0Q00 0000000000008 0000000000000000040300003¢

MAS ANYONE TN YOUR FAMILY EVER HAD AMY OF THE FOLLOWING CONDITIONS OR DISCASES? (“Family”
includes Mother, Father, Brother, Sister, Grandparent, Aunt, Uncle, or Children.) .

(Y)ES NOT (S)URE

PROVIDER NO. 2

T wIme ™ — — —

§
%
i

Check only one box for each guestion.

=
&
]

(ADB- ) Anemia, blood dliscasc, or bleedl g tendency? . . . . .

(AHL- ) Asthma, hayfever, or allergles?. . . . . . . . .. .. . ..
(BDF- ) Birth defect{s)d . . o & & 0 L i e e et e e e e e e e
(cTh- )

(oet- )

‘gpr. V

0
O
0.
tanceror tuwmor{s)?. . . . . . L. L Lo o e .. ... O
Diabetes (sugar dlsessed?. . . . . . . oo v v v v
R S N ART Y s~ alglane?, D
O

(HTP- ) Heart trowble !including anglina), high blood pressure, or stroke!?

{OrD- 7 Some other disesse(s) o~ conditlon(s) not glven sbove which rung
In your famllyl If you checked YES or NOT SURE, please speclfy 0
the diszrse(s) or conditlion(s).

O a31oacao

nooooo |

0O C

.OR OFFICE USI ONLY

wvey [

All neg ans

PAST MEDICAL HISTORY (PMH)
ALLERGIES

Check only one box.

(Y)£S HOT (S} URE X)D

(PRX- ) HMave you ever had any 5 lergic or adverse rewctlon (hives, skin
rash, ltching, swollen  ses, trouble with breathing, etc.) from
ony medicine, drug, food substance. or materisl of any kind? ., | | D

If YES or NOT SURE, Vist the year(s) [as brit you

can] ond the substance(s) [If known] thet caused
the sllergic or adverse roactlon(s).

0O.... 0

{AY1) Vear(write in) Vv 9 . (AY2) VYear(wifze in) 1 8 _

(AS1)  Substancefwrite fn) _ (AS2)  Substancerwrite yn) __ '
(A73) Yeer(wrace in) 19 __ (AYS)  Year(write in) 19 __ R
(AS3) Substence(write n) _ (ASA)  Substence(write fn) ) o
(AYS)  Yeartwrite dn) 19 (AY6)  Yesr(w:fee n' 19

(ASS) Substan.elwrite in) (AS6} Subetancelwrite !, ’

MHRC 111-13-84]
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PREVIOUS PAGE
1S BLANK
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OCCUPATIONAL MEALTH CARE MEDHX
MEDICAL MISTORY

PHH
PAST MEDICAL HISTORY (PMK) (CONT,?
JMMUNTZAT]IONS
HAVE YOU HAD A: Check only one box for each guestion.
(Y)ES w7 ($)Uune (Mo

(TAK- ) Tatanus fmmunlzstlon bnthe taat e years? . . . . . ... .... 0O ... 0O.... 0O
(oRn- ) Diphtheris fmmnization? . . . .. ... ... ..........0....0.... DO
... 0O

(Pw- )} Pollo Immunization?, . . . . .. . .. .. D o I 0

MEDICINES
ARE YOU TAKING ANY OF TMESE MEDICINES REGULARLY (at ‘east once per wesk)?  (SF 93/8)

lvies w0

(apn- ) D D Aspirin {includes Ascripton, Bufferin, Anacin,

or other mediclnes contalning asplrin) specary. _ _
(ATD- ) 0 O Antlblotlcs (drugs to control infectlons

such oy penlcliblin) Spectty: .
- 0 O Allergy/ssthma medicine -

(during last 12 months) Speciey: — e e
orn-) [ 0O $iood pressure millclne opectfy: _
(av- ) 3 D Blood thinner {antlcosgulent) Specify: _ e - ~v
(on- 3y [J m) Diuretics (wates olVVs) Specyty: - -
or-) 0O 7] Insulin for dlabetes Specify: — e _:——_”_v
(rco- ) 0 0 Pills or capsuler for dlabetes Specify: —— :_ T
(ixt- ) D D Laxat!ves Spoclfy:____________________ T ==
(nsz- ) D D Medicine for selzures or convulslians (epllepsy) Specify: T T ==
{ups- ) D D Tiroglycerin, Dlgoain, o oiber eeri medicine Specity: — T T
{(sM0- ) O ] Stomach medicine {e.g., Tums, Rclaids, Gelucl!) Specify: I
(mo- Vv (] []  Throld medicine Spectry: _ _ _ _ T T T T
tres-) [ L] Tranguillze s or sleeplng p!lls -0 T T/

{e.g., Librium, Vallur, Thorazline) Specify:
(Hov- ) O O Vitamins (high dosage only) Spucifv:____::::_——-.—_—“
(scr- ) D D Birtk rontee® ~110s Epecify: I _-__-_-__—__-_.
(sTp- ) 0O (] Sterold {e.g., Cortisone) pllls or capsules sSpecify: -

(nTR) List the names of any other medicines that you take regularly (st least once per weex).  (SF 93/8)

— - — - —— —— — — B ettt i S —

FOR OFFICE USF ONLY

tone)  []

Al neg ans
Check only one box.

{Y*E8 NOT (S#)ung (¥)o
(SDM- )} Have you ever had an adverse or sllerglc reactlor to any
serum, drug, or medlcine? (SFS3/1129). . . ... ......[J....0....0

If YES or NOT SURE, plesse de:cribe the resctlon.

e e - e —— ——— o — t— — — — yn —

wWHre [11-13-BL]
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OCCUPATIONAL NEALTH CARE ME DHX
MEDICAL MISTORY

PHH
PAST MEDICAL HISTORY (PMH) (CONT.)
MOSPITALIZATIONS AND OPERATIONS
LIST ALL HOSPITAL ADMISSIONS AND OPERATIONS FOR AKY REASON. {sr 93/18019)
1F NONE, CHECK RERE : D {NHS) Wo h):pllnllxn!on(n) end/or operatlon(y)
If any, please dxscribe toe hospitalization(s) and/or operatfon(s) below,
ox 1 Box 2
{WP1}  Year(write in) V9 __ (P2}  Year(wrice ir) 193 _
Reoson(write n)__ Reason(write tn) . __
Name of Nospital, (ity, and State(write in) Name of Hospita!, City, und Stote(Nrite 4n)
30X 3 BO0x &
(HP3)  Year(write 4n) 19 _ (NPb)  Yeor(write any 19 _
Reason(Nrite dn) _ _ Resson(Write an) __ _
Mame of Nospltal, City, and State(wNrite in) Wame of Hospltal, City, and Statelwsrite in)
30X 5 80X 6
(HPS)  Year(write 4n) V9 _ (MPE) Year(nrite in) 19 o
Reason(WNrite in) __ __ . __ __ __ ReasoniNrite in) __ . —
Mame Oof Mosplital, Clty, and State(wzite 1n) Name of Hospleal, Clty, and State(write in)
pox 7 sox 8
(NP7} Year(irite in} V9 (NPD)  Yearrwrite 4n) V9 __
Reason(Write &n) __ —— Reason(write 4n) —_—
Name of Hospital, [lty, and Statec(Write inj Keme of Hospital, City, and Statefwrite in)
BOX 9 BOK 10 )
(HPY) VYesr(write tn) 19 (HP10) Year(write in) 1 9 _
Resso~(Nrite ir) _ e e Reason/Nrite {n)___ - _
Nams of Mospital, lty, and State(Nrite in) Name of Hosplital, Clty, and Statelwrite in)
Check only one box.
(Ys)ES NOT_(S*)URE (%)o

(ADV- )} Were you ever sdvised to bave pn operstlion that
youdidrnot have? ($F93/18) . . . ... ... .. ... Y L Do DO

If YES or NOT SURE, describe. -

wHRy [11-93-RG




OCCUPATIONAL MEALTH CARE

M CHX
MEDICAL WISTORY

PMH
PAST MEDICAL HISTORY {(PHK) (CONTY.?
_l)_\_\lLﬂﬂ'_S Chechk only one busx
(Y)ES HO" (S)URS !H)D
($1J- ) Mave you ever had any verings Inluries? 51 93/20) O o ... )
If YFs or NOT SURE, please describe the [njury{les) belom.
($J1) Yesr¥rate in) 9 _ ($42) Yeariwrite iny VY _
inJury(Des~ride) InjuryiDescatbe)
\$JY) Yearqwrite in) V9 _ (SJV) vesr(write tnj 19
Injury(Descside! InJury(Describe)_
(SSS)  Year(Wrire tn) VG _ ($46)  Year(write in} 1 9
Inlury(Dcscrlho)__ e o o tnjury(Describe) _— _
IFE‘TNINTS Chec* only one box.
{v)e€s AOT (S)URE IN) O
{CT¢- ) Mave vou consulted or been treated by clinlcs, physlclany,
healers, or other practitioners within the past § years
for other thar minor llinessee?  (SF 93/21) . . | . | B 0 (]
It you have consulted or been treated or are NOT
SURT, please descripe the treatment(s) below.
(CTY)  Year(write iny V9 (€Y2)  Year(wrice in) 1V 9 .
Mame and Address of Moctor, Clinic, etc. Weme and Address of Doctor, (linic, etc.
Treatment (Desce ibe! _ Treatment (Descrabe)
{er3) vYesriwrite in) 19 _ (CY4) Yesrrwrite dn) 1 9
Mame and Addrevs of Doactor (linfe atc aid Acoress of Duviur, Liinic, etc
Treatment(Descoube! Treatment (Describe)
(D)on'1
(E)xCLLLENY WG) 00D {FIAIR {P)OUR KN
(HHN- )  How Iy your health now?  (SF 93/8)
Check only one box. e e e e e e e D [:] D D D
(v)es KOT (S)uRE (N)o
(DD~ ) Do you have s doctor {or doctors)?  Check only one box. .O0.... 0. . 0O
If you have a doctor or doctors, please ldentlty belum.
(ON1) wame _ — e (os2} Neme
Address e e _ Address
(O3 wNawme (DNL)  Name
Address Address
(v)ts (C)OR'Y KNGW L
{(MLR- } If you d0 not have a doctor, would you Vlke us to

refer you to 8 doctor?

Check only onwe box. . . . . . ,

d O

NeRg [11-13-84)




OCCUPATIONAL HEALTH CARE PEDHX
MEDICAL HIS1ORY PN

PERSONAL HISTORY (PH)

Check one box for sach question unless otherwise iIndicated.

) \ .
(LVE- ) Heve you llved in or vislted other parts of the USA Lraits .(."._0
o fore'gn tountries In the last § years? . . . . . . . . . . ., .. D D
It YES, apecify where, e e e e e — e ——— o —— e —
(MST- ) What la your maritel "tatus?
O (k) ever marrieo [Jsleporated [ twitdowler)
O married O 1verces
(YiES nio
{(cv- ) Are you 8 veterar or currently In the Armed Force.?7 . . . D '
) '
{RMS- )} Have you eve: been rejected for military servize becsuse of (yeles -(—“-9
physlcal, mente!, or other reasons?  (SF 93/22). . . . . .. . . .. N O
I1f YES, glve date and reason for rejection.
(DRS- ) Have you ever beer dischaiged from milivary service because -(-'—‘)—[S- _(_N_)_Q
of physical, mental, or other reasons? (sF 93/723) . . . . . .. .. D D
If YES, glve date, reason, and type of discharge: whether 4
honorable, other than honorable, for unfitness or unsuitabllifty.

XING - CIGARETTES b
SMOKING - CIGARETTES s [ !
{HSL6- ) Do you mow or have you ever smoked clgarettes?. . . . . . . . . . D

If NO, go to the nent scction on $ IKING - FIPES AND CIGARS,

sel If YES, at what a,e did begin? Specif
(osc at 8, you beginl  Specify sge Lydes (w0 T
(SNC- ) Do you smobe ROWT. © o v v 4 i b e e e e e e e e . D D

(AQS) 1f you have quit, et what age éld you do 801 Specify age

(PCS- ) How wuch do/did you smoke (on the average)?

D(A) Less than | pack per day D(t) More thar | pack, but tess than 2 packs per day \
] (») One pack per day [J () More than 2 packs per day
(1)ES )0 !
R (SWJ- ) Do you smoke while on the Job? . . . . . . . . . .. .. .. 0 0
KING - PIPES AND CIBARS
Eat {Y)es (N;0

(3FC~ ) Do you smoke & plpe or clyara?. . . . . . . . . ..., .,

aj
m]

Ir Nu. g0 to the next sectlnn on EXERCISE.

{yre) How 3any yesrs have you troked o plpe or clgars? Specafy yesars

o~
-«
—
-
w
x
o

MY (5)URE

D

{IHS- , Do you Inhale when emokling & plpe or clgers? . ., ., ., . .

ol
all

MMRC [11-13-B4)
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OCCUPATIONAL HEALTH CARE #E DHX
MEDICAL HISTORY

PH
PLRSONAL HISTORY (PH)  (CONT,?
EXERCISE Check one box for each guestior unless otherwise indicated.
A}
(ASP- ) Do you exerclse or angage Ir active sports REGULARLY -(-!'-Si ___(N)O hor (¢ “—-—)UM .
(such a3 Jogging, cycling, owimmirg, dancing, eted?. . . . . . . . . 0 O &
(TPW- ) Ir YES, bow many tlmes & week do you do that?
[J(A) Less than 1 Ow 2 ey & or more
Owi Ow s
(LAJ- ) What Is your usurl level of activity on your Jobi
[ (s)edentery (mostly sitring)
[ (W)oderate (some sltting, some walking)
D) )ctive (active physical labor)
ALCOHOL Check one box for each guestion w.legs otherwise {ndicated.
{Y)ES (Mo
(bBV- ) Do you drink alcoholic beverages (1lguor, wine, beer)?. . . . . . . . [J 0O
If NO, go '~ the next section on the SKIK,
1f YES, ¢ ‘ten do you drink eacn 2f the following types of drinks?
Check one box for each type of drink.
(A) (®) «©) (0) (£)
Less than one 1-2 days 3-4 davs 5.7 days
None dal per ek per week per week per_week

(BEER- ) Beer
{Wing- ) Wine
(Lg- ) tiquor

0 0 O O
0 a O O
a O O O

(are- On each day that you drink an slcohollc beverage, aboul how much do you wsually drinkl
(1f you drink more than one kind of alcoholic beverage, glve the total number of beers
plus glasses of wine plus number of highballs or cocktalls.)

0 w1-2 Jte) s-¢ 1) 9 or more
O w34 Otw 28

aodg

(Y)ES NOT (S)URE (%)

lo

{(OKP- ) Do you or does & persun close to you consider your

drinking to be s problemi . . . . . . . . . . . .. .., D D D
O

If YE5 ar ROT SURE, do you wish to speak to @ doctor
or nurse In private about obtalining counselling? . . . . D D

WHRC [.1-13-B4])




OCCUPATIONAL HEALYH CARE MEDHX

MEDICAL HISTURY
ROS
REVIEW OF SYSTEMS (ROS)
;"_U_" Check one box for each guestion unless othervige {ndicated.
0 Y0J O HAVE C& WAV <1 EVER IN THE PAST W, M e mee we
(SRS- ) In resh {(Includting hives)?, . . . . . . . . . .. ... ... D D D

(C¥- ) If YES or MOT SUiE, what was/were the cause(s) of
the skin rash?  Check ALl thet apply.

() 1othing D(I)edlcln! [J(w) Something In the workplace (Specify)
[J(Newerry CYsun(1) tgne e e e e
[ s)oar D(F)ood [J (o) Couse other than previously listed
O (Nottetries [J (Plotson tey (Specity) __ e
or cosmetics L (U Cause unknowr or not certaln - -
(Y)ES WOT (S)URE (%) 0
(MLS- ) Moles that have chenged in 3l2e or color, or that —
have not hesledl. . . . . . . .. ... ... ... ... DO (| O
DID A DIZTOR EYER TELL YOU THAT YOU HAD: WES  WoT (SoR (e
(SKD- ) Skin diseesels)? (SFSINI-0A). . . . ... ... ......... O 0 E
(DbS- ) If YES or WOT SURE, specify th: dlsesse. Check ALL that apply.
O Pisortasis [Js)kin cancer O o) ther (Specity) o _
(Y)ES HOT (S)URE o
R SRt At Sl e S O 0
If YES or NDT SURE, lpecity.__ e e o e e o FOR OFFICE USE OMLY
_______ — e e e twe) ]
All neg ans
§1§§ Check one box for esch Question unless otherwise indicated.
(v)es NOT (S)URC (™o
(VSk- ) 0o you now heve vislon In both eyes? (sF937108) . . ... . .... [§ 0 E
DG YOu MO HAVE OK HAVE YOU EVER TN THE PAST HAD. WEs  WoT ()t (1o
(FTR- ) Eye trouble? (SFY3/M1-6) . .. ... ............... [O O -E|
(SYJ- ) Serious eye Injury (more then 2 doys off work)? o o v 4 v v 0 v 0 W . O O ]
(ESC- ) Eye surgeryl. . . . . L Lo o e e e e e e O O 0
(FQI- ) freguent eye Infections {e.g., conjunctivitls, plnk eye)? . . . . , . O D O
(sen- ) Severe ltehing, burning, redness, or awelllng of the eyeiids? . D D D

DID A DUCTOR EVER TELL YOU THAT YOU WAD:

(Y)es WOT (S)URL wio
(6Lf- ) Claucoma (pressure on the eyeball?. . . . . . . . D D D
(CTR- ) Cotaracts?. . o vt s s e s e e e e e e e e e e (] D D
(v)ES NGT (83 URE o
(6L5- ) Do you wear glasses?  (SF 93/10A). . . . . . .. 0 0
LS. ) Do you wear contact lenses? (SF 937108) . . . ... ... ... D D )
{07P- ) Do you now have or have you in the past yeor nad
any eye problem($T not covered sboveT o o o . . . . . .. . . O ] ]
Tf YES or MOT SURE, specify._ __ . __ _ _ POR OFTICE USE ORLy
e e - tme) ]

All nag any

WHR( [V1-13-B41
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OCCUPATIONAL MEALTM CARE MEDHX
MEDICAL HISTORY
ROS
REVIEW OF SYSTEMS (R0OS)  (CONT,)
EARS AND MEARING Check ane bor for esch guestion unless othervise indicated.
DO YOU NOW HAVE OR HAVE YOU EVER IR THE PAST WAD:
{v)es NOT (S)URE {n)o
(EWYT- ) Ear, nosc, or throat trouble?  (SF 93/11-2). . . . . .. ... ... 0 0O O ‘
(DWH- ) Any difflculty bearing or & haaring loss?  (SF33/00-8). . ., ... [J 0 O
(RHLS~ ) If Y , havz you noticed a recent hearing loss? . . . . . . 0 O O
(WAG0- ) Worn o hearing afdl  (SF 93/10C) & - v v v v v v v e e e e 0O O O
(a82- ) NMinglng or buzzing In your ssrs once & week or more?. . . , . . . 0O O O
(YABl- )} Xf YIS or WOT SURE, how long have you had this?t
DO (&) tess than 2 months  [J(8) 2-5 months  [J(c) 6-23 months [ (D) 2 years or more
(v)Es NOT (SJURE (K)o
{C0S- ) Constant élscharge (dralmage of fluld) from your
ears, or frequent Infections In your @srs?. . . . . . . . .« .. D D D
(RDS- }  Regularly engaged Ir these sports or hobbles: scuds diving, or
;'\%Szlng (Flrearms}, claln sawlng, snowmoblling, motorcyc!ing,
rock muslc, or others with loud nGiseT, « o v v v 4o o 4 o @ v o v 0 s O O O
(0ED- ) Any other ear diffic 'ty not covered above? . . . . . . . . . . ... O 0 O
If rts or T SURL, Epecify. FOR OFFICE USE ONLY
_____________________ ey 7]

MOSE THROAY SINUSES MOUTH TEETH GUMS

DO YOU NOw HAVE QR HAVE YOU EVER IN THE PAST HAD:

(YlEs
(HFV- ) Way fever?  {SF93/11-12). . . . . .. oLl 0O
(MeG- ) MNasal cungestion, perslistent running nose, alaus
tongestlon or slnuslitis? (SF 93/010-11). . . . . . ... .. .-.. O
(PNF- ) Palnful, swol’en, or bleeding gums, or tooth trouble?  (SF 93/11-10) O
(0CP- ) Any other trouble with your nose, throst, s!nuses,
mouth, teeth, or gums not covered abovel. ., . . . . . 4 L. 4 .. . o4 D

I{ YIS or NOT SURE, specify.

All neg ans

Check one box for each questton urless otherwise indicated.

NOT (S)URE (o
O O
3 O
D O
o O
FOR OFFICE USE OwLY
teows) [

All neg ans

NHRC [11-13-8"]




OCCUPATIONAL HEALTH CARE MEDHX

MEDICAL HISTORY ROS
REVIEW OF SYSTEMS (ROS)  (CONT.)
RESPIRATORY SYSTEM Check one box for esch guestion unlems otLherwioce indiceted.
DO YOU NOM HAVE OR HAVE YOU EVER IN THL PAST NAD: iyes NoT_($)uAe (w0
(FCD- ) Frequent (more then 3 per year) or leng-lasting
(2 w:cks or more) colds?  (SF9I/N-9) . . . ... ... O 0O ]
{CHC- } Chronic cough (almost sverydey)?  (SF 93/11-20). . . . . . . . . ., . 0 ) 3

(AYC~ )  2f YES or NOT SURE, during how many months of
the year do ytu have this cough?

1A Less than 3 months 3 (# 3-6 months [0 (¢} more than 6 months
(LTC- ) 1f YES or MOT SURE, how long have you had this cough?

319 tess than 2 years Dfl) 2-5 years ] €} More tran 5 years
(CRB- ) If YES or MOT SURE, do you ever cough up ted blood?  (SF 93/98)
Om ve O (Y)ES 40T _(S)URE o
(YCW- )} Tightness of the chest or whee2lngl . . . o o .+ « . . . . ..... 0O 0O 0
DID A DOCTOR EVER TELL YOU THAT YOU HAD: (Y)ES NOT_(S)URE o
(ASH- ) Asthma?  (SF O3/M1-17) © . 0 b v it e e e e e e e e ] 0 O
(Enc- ) Emphysema or chronic bronchita?. . . . . . . . e e .- DO ] ]
(13- ) Tuberculosis (TB)Y  (SF93/11-16). . . . . . .. ... . ...... ] 0 0
(RTd- ) Do you motice that when you return to work sfter being (V)ES ¥OY_{s)uRe o
away for & few days (weekend or holldey) you get coughing,
wheezing, or tightness of the chest?, . . o v o v v v v w0 o . s .0 ) O
{LWT- ) Have you ever |lved with snyone who had tuberculosis (TB)? (SF 93/94) 0 0 O
{CRP- ) Do you now have or have you ever 1n the psst had eny other
respiratory or breathing problem(s) not covered sbove?. . . . . . . . D D D
If Y5 or NOT SURL, spacify. FOR OFFICE USE ONLY

______ e (swe) [

All neg ans

CARDIOVASCULAR SYSTEM Check one box for each que-*ion unless otiherwise indicated.
DO YOU HO¥ HAVE OR HAVE YOU EVER IK THE PAST WAD: {v)Es NOT_(S)URE xo
(SHB- )} Startness of bresth (not the mormal kind with severe exerclse)l . . . [ (N} ]
(SF 93/31-18)
{TPC- ) Tightness, pa'n, heaviness, uqueezing, or pressure In your chest? . . O 0O 0O
{SF $3/11418)
(PLP- ) Palpitations, pounding heart, or Irreguler heart beats {other than
when you were upset, eacived, or exerclslng)?  (SF 93/vi-21) ., .. [J 0 0
DID A DOCTOR EVER TELL YOU THAT YOU HAD: (Y)ES nor {S)unt _(I_)E
(HBP- ) High blood pressure (hypertension)?  (SF 93/11-23) ., . . . . . ... ] 0O ]
(L¥P- ) Low blood pressure?  (SF 93/11-23) . . . . . . v v v v v e e e e ] 0O O
{MTk- ) MHeart trouble? (SF 93/11-22). . ... .. ... ... e e e 0O O ]
(STRE- ) A stioke? o o v v v v v b v e b e e e e e e e s ... 0O 0 O
{(PHLY- ) Phiebltis (deep veln trouble In the lag3). . . . . . . . . ... .. O [ O
($FY- ) Scarlet fever or erysipelas? (SFO3I/N-1) . ., . . ... ...... ] 0O O
(F- ) Rheumatic fever?  (SF93/10-2). . . . ... ............ DO (] ]
(LWX- ) Do you 1iwlt your walking bacasuse of leg pelin (cramps nes HoT_(X)URE M
In your tegs)? (SFOI/M1-2b). . . . ... .. o s e .. D D D
{WCP- ) Do you now have or have you aver In the past had eny other problem(s)
with your hesrt Of blood vessels not covered above? . . + . « . .. . [] O O
if YIS or NOT SURE, specify. . _ FOR OFFICE USE OWNLY
e e e e e e e i o) [
All neg ans

WHRC [11-13-84]




OCCUPATINNAL HEALTH CARE MEDHX
MEDICAL KISTORY
ROS
REVIEW OF SYSTEMS (ROS) {CONT )
SASTRO, ATESTIRAL SYSTEM Check one box for sach question unless otherwise incicsted.
DO YOU NOW HAVE OR HAVE YOU EVER IN THE PAST HAD: (Y)ES  WOT (S)ume (N0
(¥Qb- )} Frequent lndigestion?  (SF 93/11-28) . . . ., . . . . .. .. .... O O 0
TSMM- ) Stomach trowble?  (SF 93/11-26) . . . .. ... ... L., 0 0 0O
(07h- ) Black, tar-colored, or bloody howe! movements?. . . ., . . . . . .. . O D D
(CBH- } A chenge In your bowe! hablts (not explalned by diet)?. . . . . . .. M 0 O
(MMP- ) Hemorrholdr {plles) or recta) trouble?  (SF $3/13-33), ., . . . . .. ] 0 0
DID A DOCTOR EVER TELL YOU THAT YOU HAD: {viEs NOT_(S)URF imo
(OSU- }  An ulcer {(duodenal, stomach, or pepticl?. . . . . . . . . . . . ... ()] 0O 0
(pSc- ) Gallblisdoer trouble or gatistones? (3¢ 93/01-27), . . . . . . ... O 0 0O
(p3J- ) Jaundice, hepatitis, or Ylver trouble?  ($F 93/11-26828) . ., . . . . | 0 0 )
(OTR- ) tntestina! trouble (includes diseases of the colon}? (SF 93/11-26) . ] 0 O
(0GP- )} Do vou now have or have you ever in the past had nes NOT (s)une .(_“l? ,
ony other troublels) or disease(s) of the gastro- T
intestinal system not covered sbove?. . . . ., . . ., . .. ,.... O O 0O .

X! YES or NOT SUPF, specify.

POR OFFICE USE OmLY

W) [

All neg ans

URIRARY AKD REPRODUCTIVE SYSTEMS  cCheck une bor for each guestion unless otherwise indicated.

DO YOU KOW HAVE OP HAVE YOU EVER IN THE PAST HAD: (viEs NOT (S)UkE (%) 0
(sDd- ) Bloody or dark brown urine (not dark yellow)l  (SF 93/11-36) . . , . n| O 0
LFPU- ) Frequent or painful urinatlon?  (SF 9I/IN-3MY. . . . . . . . . . . . (] ] ]
(FBX- ) Frequent bladder or kidney infections?. . . . . . . C e e e e 0O 0 ]
(osb- ) [MEN OKLY) Pain, swelling, or disease In your testicles?. . . . . . . 0 (] 0
(FDS~ ) [wOMEN ONLY] Haeve you ever been treated for s AVIES HOT_IS)URt -(;'E '
temale disorder?  (SFO3/12A). . . o v o v v it i s O ] ] 3
(mSP- ) [WOMEN ONLY] Mave you ever had a change in
mcnstrual patteen? (S 93/92B). . . . . . . . . . ... .. .... O 0 ]
DID A DOCTOR EVER TELL YOU THAT YOU KAD: (s NOT_(S)usF (W0
(DKS- ) Kidney stones {“'gravel” In your urine)? (SF 93/11-36) ., . . ... . D D D N
(0VD- ) Vinerea! disease ("VvD"') of any kind {Inctuding “
syphills, gonorehes, etc,)?  (SF 93/11-38) . . . . .. . . ..... ] O O
Zf YIS or BOT SURE, specify the disesse. =~ .
(ORU- ) Do you now have ur have you ever In the past hed {virs NOT (S)ure L]
sry probTen(s) o disessc(s) of the kldney, bledder,
or reproductive system not covered above? . . . . . . .. . ..., . 0 0 O
If YES or WOT SURE, specify._ __ _ _ __ _ _ _ _ _ _ FOR OFFICE USE ONLY .
______________________ (wej )

Al neo ens

[TKK- ) Have you ever trled to have chlldren snd had difficuley?
iY)es, nae difficurey [Owot (s)ure 8o diteicure -

{KCH- ) Have you ever had any chlldren {do not include fos.er children or sdopted children)?

Orles Gwot (slure Dwe

(€M~ ) ¥f YES or MOT SURE, have you ever had a chlld who wus melformed
{congenital malfcrmation, blrth defect)?

Fliv)es O ot (shuve Owe

R [11-13-810)
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OCCUPATIONAL HEALYH CARE
MEDICAL HISTORY FEDHX

ROS
REVIEW OF SYSTEMS (RGS)  (CONT,)
MSCULOSKELETAL SYSTEM Chack one box for each guestisn waless otherwise indicuted.
DG YOU NOW HAVE OR HAVE YOU EVER 1N THE PAST HAD: (v)es NOT (S)URE {M)0

{ReP- } Recurrent back or neck psin 30 severr that It prevented
you from performing your normal acti-'tles? (SF 93/11-88) . . ., . . D D D

(LMB- ) 1f YES or NOT SURE, where was the paln located?
Check ALL tnat apply.

O (Vower back O (V) pper back O W eck

(095~ ) To wear » brace or back support? (SF93/10E). . . .. . ... ... ] 0 O
(PSG- ) Back surgery? . . . . .. ... e e e e e e e e O ]
1f YES or NOT SURE, specify._ _ __ _ _  __ __ __ __ __ __ __
{4mP- ] Merniated or ruptured disc In your backl. . . . . . ., . e e e e e D D D
(3PJ- ) Swollen or palnful Jolnts? (SFO3I/N1-3) . . . .. . .. .. .. .. O O O
(oRJ- ) Defornity of bones or joints? (SF93/N-M1) . . . .., ...... O O O
(P15~ ) Painful or Ttrick' shouider or .‘.‘i‘:’ (sF 931¥-bk; . ., . .. .. D D D
- i " " d
(PT- ) :;;n;;}h-:g;ck . or Jocked hnee, or knee that glves away?. . . . . . 18} O 0O
(XSG~ ) Knee surgery? . . . L L L . L . e e e s e e e e e e e e e e e e O O o
(Lmi- ) Lmmneness (Inzbility to walk normally because of foot or
Teg difflculty)?  (SF93/11-82). . . . v o v v it v v vt et 0O O O
(FTR- ) Foot trouble? (SF 93/10-42) . . . . . . .. ... ... .. .. .. ] 0 O
(LFT- ) toss of finger or toe?  {SF93/11-83). . . . . .. .. ... ... . O 0 3
(Hrx- ) Fracture(s) (broken bones)? (51 93/1%-30) . . . . .. ... .. .. O ] |
DID A DOCTOR EVER TELL YOU THAT YOU HAD: {v)Es  NOT (SJURE (W0
(AMB- ) Arthritis, rhevnatism, or Lurslitis?  (SF 93/W1-h0) . . . .  , ., . O 0 _a
feMY. | Carlou: muczls or tandan Intury (eanmdanlededr 0 0 0 0 m - M
(RPr- ) Rupture (hernta)?  (SF 93/11-22) ., . . . . . . 0o i e e e il N ]
If YES or WOT suFe, indicete vearls).
HAVE 70U EVER HAD MORE THAN ONE YEAR EXPERIENCE (AT WORK OR WKILE ENGAGLD IN '—"
A HO'. Y CR RECREATIONAL ACTIVITY) WITH ANY OF THE FOLLOWING: MEs  woT (shure (W0
(HR.~ ) Heavy, ewhkward, or repetitive 11ftlng?. . . o ¢« o 0 v o o o v v o . . 0 ] O
(V6T- ) Vibrating tools {Jackhammer, sander, etc.}? . . . . . . . . .. ... O ] o
(MR- ) Highly repetitive hand/wrist sotion such #s that required
In certsln types of hand tonl or assembly operatlons? . . . . . , ., . D D D
(WPC- ) If YES or WOT SURE to eny of the three questlions adove,
have you had any medicai problems {pain, :lwitation of
motlon, etc.} connected with these octivities? . . . . . . . M O 0O
If YES or NOT SURE, please deseribe.
{v)es KOT (S)URE .(.;a)—(;—
(NTF- ) Do you have ony numbness or tingling In your fingers? . . . . . . , . D sl E
(PWG- )} Do you have any pain In your hends, wrists, or
foresrms, particularly when grasping? . o . « . « « . . . . e e 0O O 0
(OHP- ) Do you now huve or have you ever In the past had any
other musculoskeTetal problem(s) not covered sbove? . . . . . . . . . 0 0O O
If YES o1 WOT SURE, specify. _ __ _ _ — s — FOR OFFICE USE ONlY
______________________ (msug)
All reg ans
NHRU [101-13-BL]
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OCCUPATIONAL MEALTH CARE MEDHX

MED'CAL HISTORY ROS
REVIEW OF SYSTEMS (ROS) (CONT.)
WERVOUS SYSTEM Chech one box for each guestion unless oiLnherwise Jndicsted.
DO YOU KOW HAVE DR HAVE YOU EVER IN THE PAST HAD: (vles HOT_(S)Uhe o
(FQH- ) Freguent or severe hesdaches? (7 93/01=4). . . . . . ... .. .. O O 0
(Ors- )} Dizziress, “ainting spells, or blackouts?  (SF 83/11.8), . . . . .. 0 (] 0
(PRC- ) Perlods of unconsciousness? (SF 93/N1-56) . . . . .. ... .. N 8] D
(PLY- ) Paralysis (including pollo)?  (SF 93/0i-09). . . . . . .. ... .. O O ]
(SHK- }  Shaklirg, tremor, or trembling ot the hands fexcept
when you were t=mporarily frightened or wpset)? o . . . . . . . . . . D D D
(EPZ- ) Epllepty or selzures ("Fits")Y (SF 93/11-50). . . . . .. ... .. 0 O O
(HJEt- ) Nead Injury resulilng In loss of consclousness?  (SF 93/11-13) . . . 0O 0O O
(WRT- ) Neurltis?  (SF 93/11-48) . . . . . e e e e e e e ] O O
(MSk- ) Motlon sickness (car, traln, ses, or alr slckness)?  (SF 93/11-81) . [} O O
(T5C- ) Acterpted sulclde?  (SF 83/30) . . . . . ... ... v gd 0 0O
(M- ) Walking In your sleep? (SF 93/90) . . . ... .. e e e e e gy m O
(W5- ) Amesls (loss of memory)?  (SF9I/1E-58) . . . . v v v v v v 00 . 0 [ 0
(F1S- ) Frequent trouble sleeping?  (SF 93/11-52). . . . . e e e 0O O O
{DPW- ) Depress!r or excesslve worrylnn?  §SF 93/11-53) . . ., ., . .. 0 O O
(STH- ) A problem with stuttering or stammering?  (SF 93/100). . . . . . .. 0O 0 0
(PSY- ) Treatment for & psychistric {mental) condition?  (SF 93/16). . . . . 0 O O
If YES or NOT SURE, speclfy where, year, and glve detalls.
(ONP- ) Other nervous trouble(s) of any sort not covered sbove? (SF 9Y/11-88) [ O 0
ir ves Or WUT SUREZ, spacify. _ _ __ _ ____ __ _ __ — POR OFPICE DSE OMLY
______________ e CONEE
All neg ens
(HKD- } Are you: (SF 93/18)
{3 (®)ight handed [J (L)eft handed
MISCELLANEOUS Check one boxr for esch guestion unless otherwise Indicated,
DID A DOCTOR EVER TELL YOU THAT YOU HAD: (VEs  NOT (4, w0
(OBs- ) Diabetes (or sugsr In your urine)? (SF93/N-37). , ., . ... .. 0 0 0
(V& ) Thyrolé trouble or golter? (SF93/11-16). . . . ... ....... [ 0 0
(06T- ) Gout? . . v v v v v e e e e s eer s a e e O 0 0
T B T O ] (] ]
{UCA- ) Concer of any kind?  (SF 93/01-30) . . . . v v e v v e [ D 18]
(RCA- ) If YES or MOT SURE, what kind of cancerl
Check ALL that appln.
0 tshxin [ stwnimdach ) () 100¢ (Laukemia) 3 vreldider
T (Wead or neck 1 tYoten [JLiy)meh {Hodgking) G (x)1eney
7 () sophagus 0O Wung
MEN ONLY WONEN DMLY MEN OR WOMEN
O ¢rrostate [ s(rleast [ Wterus [ (oe)rher (specity)
O (mesticia 3 cerviix) {J otvdary

WHRC [1V-13-BE)




OCCUPATIONAL HEALTH CARE REDHX

MEDICAI HISTORY ROS
REVIEW OF SYSTEMS (ROS) (CONT.,)
MISCELLANCOUS  {CONT.) Check ons Lox for asch qQuestion unless otherwise indicated.
(v)es NOT (S1URE ()0
(T6C- ) 0ld you ever have & noncancerous tumor, growth, or cyst?. . . . . . . D [:] D

(sr 8)/11-31)
It YES or WOT SURE, spe.'fy where [body part(s)}) and
when {year(s)).

|

(y)€s NOT (S)unrg o
(CWT- ) In the past 12 months have you had o change In your welght? . . ., . . 0 ] |
(MCH- ) I YES or NOT SURE, welght galn or loss?  (SF 93/11-39)
] (A) welght galn CJ (o) welght loss
(Les- ) 1f YES or MOT SURE, how much?
D (A) Less than 10 lbs. D {c) 2C-29 tibs. D([) 40 1bs. or mote
3 (8) 10-19 1bs. [ (0} 39-39 1bs.
DO YOU MOV HAYE DR MAVE YOU EVER IN THE PAST HAD: (v)es  wor (slune (k)0
(8WT- ) A problem with bed wetting (after age 12)7  (SFO/N-35). . . .. [ D O
(XB- )  Excessive (too much) bleeding from 2 small cut or
sfter having » tooth pulled? (SF 93/9C) . . . . . .. ... .... 0 |} 0
(FMB- )} Frequent mese bleeds? . . . L L L L L L L L L L L L L0 s e e e | 0 ]
P OFFICE US: ONLY
=L D
All neg ans
teies o
(1LJ= ) Have you ever had any 11lness or Injury other than those
already noted?  (SF 93/20) . . . ., . . .o i i . O O
If YE5, specify when, where, and glve detalls,
(ya)es  (w)o
(OL1- )} Have you ever been denied life Insurance? (SF 93/V7). . . . . ... O
If YES, state the reason and glve detslis. =
(y*)es ()0
(EX0- ) Have you ever recelved, I3 there peading, or have ycu applled for - -
panslon or compensation for an exlsting dissblllty?  (SF 93/24). | . D (]

If YES, specify what kind, granted by whor, what
amount, when, and wvhy.

KHRC {11-13-84)




APPENDIX

OCCUPATIONAL HEALTH CARE

OCCUPATIONAL

B

DCCHX
OE ] 7ENY

HISTORY

Plaase snawer the following questions sbovt yeur gene a1 occupations) enc

environmental axposures s best you cen, Aft

over your answers with you In privete.

»OTE,

be used to Malp provide better medicel

e:werds, the nursc or doctor wi') go

All of this information remsins pert of gour confidential! medical record.
It can be released only by your signed permission.

She inforwation will
services tu you.

COAEI000000800000300000008000000000000008004080000000¢
OFrICT USI ONLY

—— —

SOCHAL SECURITY MUMBER

TODAY'$ DATE

— . - ———— ———

/ /
RonTH By~ YEAR

$IYE OF EMCOUNTER
(A} Morth Isiand

hiidl

{¥) Cccupational History for Job
Number 1 of

{OF}ICY USE DKRLY)

PROVIDLA NO. 1 PROVIDER WO, 2

r
4
b4
TsT ke — —— ¢
0000 00000000000000':00 0400000000000 00005004000000¢

VISIT CUASSIFICATION (OFFICE USE ONLY)
O 00) Reviewes 301 Kot Reviewes

e —

{RSH- )

(co- )

- )

OCCUPATIONAL EXPOSURE INVENTORY (0£f)

{OWX- ) Msve you ever been off work for more than & day because of an I1lness or In

Check orly one.
(O (vs) ves
[ (s%) wot aure

(Please describe belovs.)

———— e e s e — —— . — —— — —

—erare G ——— . — — . o——— — —— — — —

O e

Have you ever worked with sany substence that ¢sused
3 (v*) ves
D(S') kot Sure

(Please describe belew.)

——— i m— — —— —— — — — T ——— — ——— — —— —

——— . ——— W E— — — —— — t—— —— - s f—

Ow %

Jury related to work?
—— e

DO WOT WRITE IN THIS 30X

N e e - — . —S e e G S w— — e — —

e —— s e Sm S S AE— —— — — — — —_—

Srmm v m— S— — — o — . m— o —— o

you to break out .n a rash?  Check anly ane.

00 NOT VRITE IN THI3 BOX

s em s e SR W s Sa v— A Se G f——— e wave w— —

Have you ever changed Jobs or work assignments because of any health problem(s) or inJury{ies)?

Check only one.
() Yes
[J(s#) wot Sure

(Please describe beloe.)

Heve you been refused employment ©or been unable
Check ALL that apply. (SF 83-15)

D(A) Sensltivity to chemicals, dust,

sunlight, etc.
O

DOty

Inabllity to periorm certaln motions.
Inabllilty to ssiume certain positions,

DM NOT WRiTL IN THIS BOX

e e ——— — — St o —— e o — ——

e e mEe e e —— - — — —— —— — — —_— o —

e e e w——— —— e ———— — —— —— o —— — o

L TR e e e - - — . . . —— . —— — — —

to hold a Job or stay In sctool because of:

U (%) other medical reasons
give reasous.)

(If checked,

GRS N SEs e e e S e S ——— — — e —— ——

RRRC TS T-T-WCT
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OCCUPATIONAL HEALTH CARL OCLHX
OCCUPATIONAL HISTORY
OE1/ENV

OCCUPATIONAL EXPOSURE INVENTORY (QEIY  (CONT.)

(TBR- )

(PDB- )

(vwe- )

Have you ever worked at a Job that caused you trouble with breathliag {includes cough, shortness of
breath, or wheerlng)? Check only one.

D(V') Yes (Flease 1ist jobs and DO NOT WRITE IN THIS BOX
scribe below,}
O (s%) wot Surs descr ov

Do you ¥frequently have paln or discomfort in your back, or have you been under professional care for
back problems In the past year? Check only one.

D”.) Yes (Please describe below.) DO NOT WRITE IN THIS BOX
O s*) wot sure

=~

Did you ever receive compensation (VA, Workman's, ctc.) for any of the above health problem(s) »
Injury(ies)? check only one.

CHey)  ves [ (s) Not sure Om) N

ENVIRONMENTAL HISTORY (ENV)

{CRH- )

(LNP- )

(SHM- )

{upn- )

Have you ever changed your residence or home because of a heaith prablem?

D(N) ho D(Y') (Xf Yes, describe briefly.)

Do you live next door to or very near an industrial plant?

Ow we O vy (ff Yex, describe brietly.)

Does your spouse or any other hossehold member have contact with dusts or chemlcals at work or during
leisure activities?

Owm) we [3(Y8)  (1r ves, describe briefly.)

Do you use pesticides and/or herblcldes around your home or garden?
O wo O {If Yes, desciibe briefly.) .

Which of the following do you have In your home? Check AL that apply.

DAKD Air Cond!tioner L_] I8 Indoor Barbecue D KST Kerosene Stove
[JAPE Alr Purifier [J mcw  Hicrowsve Oven [J eHT centra) Heating
{:] HMF Humidifler D FPL Ffireplace D HHC  Other (Specity)
[l esT cas Stove [0 W8S vood-burnlng Stove T
U EST Electric Stove D CBS Cecal-burning Stove T T T T T

KKRCT [ T7-5-B4]




QCCUPATIONAL HEALTH CARE

OCCUFATIONAL HISTORY OCCHX

OEI/ENV

ENVIRONMENTAL HISTORY (ENV)  (CONT,)

(EHC- ) Do you row have or have you ever had a hobby or craft? ~heck only one.
O vee [J(s) Not Sure Ow w
1f you have ne-er had m hobby or craft, go to the CHRONOLLGICAL OCCUPATIONAL PROFILE on page b,
1f you have or have had # hobby or craft, complete one box below for each hobby or craft.
S,
BOX ) BOX 2 80x 3
(NC1) Name of robby or crafr: {NC2) NKame of hubby or craft- (NC3) Name of hnbby or craft:
(YC1) How many years did you do/ (YC2) How many years did you do/ (YC3) How many years did you do/
have you done thls hobby have you done this bhobby have you done this hobby
or craf.? Years or craft? Years or craft? Years
(HCI) On the average, how many (HC2} On the average, how many (HC3) On the average, how many
hours per week did you do/ hours per week did you do/ hours per week did you do/
have you done this hobby have you done this hobby have you done this hobby
or craft? Hrs per Wk or craft? Hrs per Wk or craft? Hrs per Wk
BOX & 80X 5 80X 6
{NCL) Name of hobby or crafr: (NCS) Name of hobby or craft: (NC6) Name of hobby or craft:
(YC4) How many years did you do/ {YC5) How many years did you de/ (YCA) How many years did y~u dc/
have you done this hobby have you done this hobby have you done this hobby
or craft? Years or craft? Years or cralft? - Years
< [HCA) On the aversae. how many (HCS) On the averace, how many (HC6) On the averace. how - v
houre per weel did you 4o/ hours per week did you de/ hours per week did you dn/
have you done this hobby have you done this hobby have you done this hobby
or craftl _hrs per Wk or craft? Hrs per Wk or craft? . Hrs per Wk
BOX 7 BOX 8 BOX 9
(NC7) Name of hobdby or craft: (NCB) Name =f hobby or crafru: (NC9) MName of hobby or craft:
(YC7) How nany years did you do/ iYC8) How many years Jid you do/ (YCY) How many years did you do/
have you done this hobby have you done this hobby have you done this hobby
or craft? Years or craft? Years vr craft? Years
(HC7) On the average, how many (NC8)  On the average, how many (HC3) ©On the average, how many
hours per week did you do/ hours per week did you do/ hours per week did you do/
have you done th's nobby have you done this hobby kave you done this hobby
or craft? Hrs per Wk or craft? Hrs per Wk or craft? Hrs per Wk

For all the hobbles or crafts you have or have had, check the hozardous substances you
come/came In contact with by breathing, touching, or direct exposur= while doing these

hobbies or crafts.

[J (wuz2)

No hazards that |

know of

M} WACD Acids [ wns  kolse (loud) ] wF  welding fumes

[0 kALt Alcohols (industeial) [J HsP  Sitica powder or sand- [ wos  other substance(s)

[ kAs® Asbestos blasting dust (Specify}

[J PG Fibrous glass [] Hst  Solwents T T T

[J w1 Meat {severe) [J wve  vibration :::::——:_
RRAC [1T-5-8%]
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OCCUPATIONAL HEALTH CARE OCCHX
OCCUPATIONAL HISTORY

cop

CHRONbLOGlCAL OCCUPATIONA.. PROFILE (COP) FOR CURRENT JOB

Comnlete thls sectlon for your r-irrent Job as best you can. If you are
unemployed, complete this sectlon for your last Job

EMPLOYHENT STATUS

(NCE) wame f employer:s {csc) city, State or Country:
(TND)  Type of incustry: (HPY)  Average number of hcurs worked per week:
(Y8)  Year started 19 {TMW) Total vesrs worked there:
(vL) Year lef:: 19 {TMW) Totol months worked there

(If Yess than one year):
(s} [] crecx box it Still em 10ved -

(Y41} what [s/was your Job title? (List ALL 1.
1f more thar one jol. title.)

~ W N

(DJ) Briefly describe the dutles of your job for cach job titie listed above.

J0E-RELATED HEALTH PROBLEMS OR INJURIES

{JRH- } Whlle on thls job, have you had/did you have any [ob-rrlned health problems or injuries?

[Jtv>) ves [ (s*) wot sure D (N) No

If yes o not sure, briefly describe each problem or Injury. DO KOT WRITE IN THIS BOX
Y

:___

I TT T T T T T T T T

A, T I

(€CJP- ) 1If yes or no: sure, do/d1d any of your co-workers have health problems or injuries while on this
same job?

{J(v*) ves [ (5%} Not sure O wo

If your co-workers have/hac health problems or Injurles,
briefly oescribe each problem or ivjury. DO NOT WRITL 1N THIS BOX




OCCUPATIONAL MEALTH CARE .
OCCUPATIONAL HISTORY OCCHX
cop

EH%NOLOGICAL OCCUPATIONAL PROFILE (COP) FOR CURRENT JOB  (CONT,)

HEALTH HAZARDS

What known health hazards are/were present on this Job? Check the appropriate boxes. Leavs the
boxes blenk it the hazeid was not presen” or If you are not sure that the hasard vas precent,

() (8) Indicate how loeng you
Check heare if Also check here If have becn/wer  ‘irectly
health hazard you are/were in or Indirect! xposed
Is/was present direct contact with to the health hazard.
on rhe Job. it by breathing, YEARS MONTHS

touchlng, or other (Use whole (Use vhole
direct exposure. numbers; nuabers ;

no ranges) no ranyes)

(KHF- ) Fibrous glass (fiberglass) D . 0

(KHA- ) Asbestor . . . D . - 3 ———— e
(KHC- ) Caal dust or rock dust 0 . M

(kHS- ) Sillca powder or sandblasting dust . O . 1

(KHD- ) Other specific dusts (wood,talc, llme). [ 0] T
(KHR- ) Resplratory or skin Irritants. D D -
(KHCH- ) Chericals (acids,alkalis,solvents) D N R

(KHM- ) Metal fumes (from molten meral). O . O )

(KMV- )} Welding fumes. . . , ., . . O [J . .

(kML= ) Coal tar, pitch, asphalt e e .. E] . D -

(KME- ) Engline exhaust, grease, oils, fuel (| . 1

K- ) Heai {severe). . . ., G . ]

(KHLD- ) Cold (severed. . . . . . . . . . .. O .. O . -
{(KHN- ) Woise {loud) ] 03

(KHZ- ) Mon-ionlzing radiation . . D . e . . D . -

(KnX- ) 1onizing redlation (Xrays,etc.). ] .. ] - -
(KKV~ ) Vibration (vibrating tocls,motors) [:] . O -

(KMG~ )  General shop dust. . . . . ., . ., . . D . . D .

{KHP- ) Pesticides, herbicldes . . . . . . . . 0 .. . O .. .

(RHO1- ) OtherWrate an) [—] e e . D N

(KHO2- } Other(write in)__ — [ ... ] .

(K403~ ) Otherweate 4y _ O A . . -
(KAOA- ) Otherwrite ded a B - T
(HPH) {J chck here if there are,s.re No health hazards on this Job

1f you did not cherk Chemicals in the quession above,
9o 10 the section on PROTECTIVE EQUIPHERT on page &.

[ TLIJ 8 R 8:1




QCCUPATIONAL HEALTH CARE OCCHYX
OCCUPATIONAL HISTORY o
Co

CHRONOLGGICAL OCCUPATIONAL PROFILE (COP) FOR CURRENT JOB (CONT,)
HEALYH HAZARDS _(CONT.)

If you checked Chemicals In the previous question, which of the following chemicals are/were
you exposed to, directly or Indirectly? Check ALL that apply vhich you are sure you arv/were
expased to,

CACD  Aclds CKT  Xetones
CALC Alcohols {industrial)
CALX Alkalls (caustics)

CAMM  Ammonla

CBNI Benzene

CBRY Beryllium

CCDM  Cadmlur

€COX Calclum oxide {1ime dust)
CCB¥ Carbon mononide

ccr Carbon tetrachlorids

CLD vead {inorganic)

CMS  Manganest

(MR Mercury (inorganic)

CMT Methylene chloride

CNK  Hickel (inorganic)

4.4 Perchloroethylene

(2] Phenol

441 Phosgene

Folybrominated biphenyls (PBB's)
CPCB Polychlorinated biphenyle {PC5's)
(278 Soivents

st Styrene

T Toluene

CTE Trichloroethane ("T- e'')

CTEL Trichloroethylens

CLN Chlorinated naphthalene
CCLF Chloroform

CCLP Chloroprene

CCHM  Chromates

coB Dicklurobenzene

CEDB Ethyiene dibromide (£DB)}

CHT  Halotnane CNS  One of previous two; not sure which one.

OOoOCOCccoCcocOooaoooca

CINT  Trlnitrotoluene {TN1}
cve Viny! chloride

CI5C IsuLyanuies, methyliene dipnenyl
isocyanzte (M01), or toluene
diisacyanate (TD1)

OO000oCccoooogoooooaa

G

CTu Other (¥rite an} Other‘write in)

Other (Write fn) __ _ _ _  _ i Other(write 1in)

Other(wzate in) —— Other(Write in)
Others¥riee in) __ __ __ __ Other {write in)
Other (Write in) _ __ _ Other (Write 1n)

(PEQ~ ) Do/0id yo. use protectlve equipment while on this job?

[} ves C1(s) Mot Sure ) w
{TPQ- ) If yes, which of the following do/did you use? Check ALL that apply.
O] (a)pron [} (G)roves sty
[] (E)ar plugs, muffy, or E] (R)esplirator [] {O*)ther (Spe..:rys
cranial helmet .
[ (s)afety glasses
{J (Frace mask - T T -

NHRC 1 11-6-B4]




OCCUPATIONAL HEALTH CARE OCCHX
OCCUPATIONAL HISTORY CoP JOB #2
CHRONOLOGICAL OCCUPATIONAL PROFILE

Now thal you have completed 8 CHRONOLOGICAL OCCUPATIOKAL PROFILE for your current Job {or, if unemployed,
for your last job), please fili out & CHRONOLOGICAL OCCUPATIONAL FROFILE for all Jobs (including military
service' that ycu had prlor to that, Start --*h the Job just before your current job or, |f unemployed,
your last Job (this 1s JOS #2), and then work backwards to high school or sge 18, whichever comes first.

0.'00.'00000001060‘0001000000000000000..0.000000000.:
OFFICF USE ONLY ]
SOCIAL SECURITY NUHBER TODAY'S DATE PROVIDER KO. | PROVIDER NO, 2 H
.
_ - Lt Y S A e R
T AONTR DAY VERR LAST NRHE CAST NANE :
-— VOGO ENPPIRDGVIELE20000 0000000008000 000800040 (000080080
SITE Of ENCOURTER TYPE VISIT CLASSIFICATION (OFFICE USE ONLY)
{A) North island {X) Occupational History for Job 3 010) Reviewed CJ(31) ot Reviewed
Number 2 of __ (OFFICE USE ONLY}

EMPLOYNENT STATUS

(NCE) WName of empioyer: (€SC) City, State or Country:

(HPW) Average number of hours worked per week:

{TND) Type of industry:

(TNW, Total years worked there:

(¥YS)  Year started: V9 _ —— e e
(vL) Year teft: V9 {THW) Total months worred there
(if Yers than one year):
(YJT) What was your job title? (List ALL Y - —
it more than one job title.} 2
Y e e —
&, _ —
((:F)} Briefly describe the dutles of your job for each job title listed above.
1
2' —— e —— —— — — — —— . — — — —— St St S —— ——
1.
‘. — e — —— —

J0B-PELATED HEALTH PROBLEMS OR INSURIES

(JAH- ) wWhile on this job, did you have any job-related health problems or injuries?

(J(ve) ves [ (s*) wot sure It e

1f yes or not sure, briefly describe each problem or Injury, DO KOT WRITE IN T41S BOX

Ve e

2, —_ _ _— T
L —

‘ |

(CJP~ )} If yes or not sure, did any of your co-workers have health problems or Injuries while on this same Job?

O] (v#) ves O ts%) Mot su-e [ o
If your co-workers had health problems or injuries,
briefly describe 2ach prodlem or Injury, DO NOT WRITE IN THIS 80X

RARC TTT=5 57T




ODCCUPATIONAL HEALTH CARE
OCCUPATIONAL HISTORY
CHRONOLOGICAL OCCUPATIONAL PROFILE

OCCHX
cop

CHRONOLOGICAL OCCUPATIONAL PROFILE (COP) (CONT )

HEALTH_HAZARDS

what known health hazards were present on this Jub? Check the arpropriate boxes. Lleave the
boxes blank if the hazard was no' present or 1f you are not sure that the hazard was presert.

(A)
Check nere If
health hazard
was present

(8)
Also check here
If you were In
direct contact with

Indicate how long
you were directly
or indirectly expused
to the health hazard.

MONTHS

on the job. it by brcathing, YEARS
touching, or other {Use whole (Use w._ 1=
numbers: numbers;

Jirect exposure.

no ranges) no ranges)

{KHF- ) Fibrous glass (fiberglass) . . . . o .. [l .

(KHA- ) Asbestos . . . . . . « 4 o . D . D

()iC- ) Coal dust or rock dust . . . . . . .. D . . D .

(KHS- ) Silica powder or sandblasting dust . i O o

(KHD- ) Other specific dusts (wood,talc,lime). D v D .

{KHR- } Resplrarory or skin irritants. D . D . N B
(KHCK- ) Chemicals {acids,alkallis, solvents) 0 . . O .

{(id- ) Metal fumes (from molter metal). . W] O .

(KHW- ) welding fumes, . . . . . . . .. ... D . D N

(KHiL- )} Coal tar, pitch, asphale . . , ., . .. [ . . ] .

(KHE- ) Englnc exhaust, grease, olls, fuel . . [ N | PR

(KHH- )} Heat (severe). . . . . ..., . ... [ B - . __ £
(KHLD- ) Cold (severe). . . . . ... ... .. [ N | . .

(KHh~ ) HNolse (loud) . . . . . . D N . O ..

(xHZ- ) Hon-lonizing radiation . . . . .. .. [J e ', e

(KHX- } lonlzing radistion (Xrays,etc.). . .. []] .. 0 .

{KHV- ) Vibration (vibrating tools,motors) 0 .. 0 N —-—_-
(KHG- )  Senera! shop dust. . ., . . ., .., ., . D . .« . D .

(RHP- ) Pesticides, herbicices . . . . . ., . . D - . D . .

(KHO1- ) Otherewries dm) [ .... O . .

(kHOZ- ) Otherewrite an) o ...... | e

(kHO3- ) Othercwiste dn) O ..... ] . .

(kuok- ) Otheriwrite 1n) _ _ — D .. . D o }

{NPY) D Check here if there were Mo health hazards on this Job

tf you did not check Chemicals in the question above, go
to the section on PROTECT IVE EQUIFKENT an the next page.

TRRE TTT=5-B%T




OCCUPATIONAL HEALTH CARE OCCHX
OCCUPATIONAL HiSTORY cop
CHRONOLOGICAL OCCUUPATIONAL PROFILE v

CHROKOLOGICAL OCCUPATIONAL PROFILE (COP) (CONT, )

HEALTH HAZARDS (CONT.)

1f you checked Chemlicals In the previous questi{on, which of the following chemicals were you
exposed to, directly or Indirectly? Check ALL that apply which you are sure you were exposed to.

CHT  Halothane CNS  One of previous two, noi sure which one.
CTNT Trinitrotoluene (TAT)

cve Vinyl chloride

C1SC Isocyanztes, methylene diphenyl
isocyanste {MDI), or toluene
dilsocyanate (TD1)

D CACD  Acide D (443 Ketones
[0 cALL Aicohols (industrial) [ ctt  Lead (inorganle}
[0 tALk atkatis {causties) (O txs  HManganese
[ camn Ammonia [0 ' mercury (inc  nic)
D CBNIl Benzene [ cMT  methylene ch:. - ide
[T cerY Beryliiom [0 ek Nickel (inorganic)
] ccom cadmium 3 cer Ferchloroethylene
[0 ccox calcium oxide (1ime dust} M tPn Phenot
] ccad ¢arbon monoxide ] ctps  Phosgene
D CZT  Carbon tetrachloride D CPBB Polybrominated fiphenyls (PBB's)
[j CCN  Chlorinated nap..thalene [} cpeB Polychlorinated bliphenyls {°CD's)
[0 ceur chiocoform [J est  soivents
[T cctp chioroprene 3 csT  styrene
[J cemn chromates [Q et Totuene
[J coB Dizhiorobenzene ] cTe  Tricrloroethane ("Trike')
M) oceor fontene 2ibromide (000} ] ochit Toichioruecnyiene
. 0
0 O
0

[} ¢TH  other(write in)__ _ __ __ _ __ __ __ __ _ Othev!Write dn) _ _ _ __ _ _ ____ _ _
Other(Write in) _ __ _ _ _ _ _ _ __ __ Otherfhrite dn) _ . __ __
Other(Write in)__ Other (¥rite in)__ __ . _ — e
Other (Write in})__ __ _ . Other(Wrdte 4n)
Other (Write in) Other(Write in)

PROYECTIVE EQUIPMENT

{PEQ- } ©0I1d you use orotective eq rpment while on this Jobt

O3 () Yes O Not sure 0w wo
(1PQ- ) If yes, which of the followiny ¢id you use?  Chack ALL that apply.
O a)eron 1 (€)roves O st
{3 (Edar plugs, muffs, or [ (R)esp!rator [ (0*)ther (specity)
cranial helmet O (s)afety glasses
[ (Face masx - ==

NHRC [11-6-b&]




OCCUPATIONAL HEALTH CARE OCCHX
OCCUPATIONAL HISTORY CoP JOB #
CHRONOLOGICAL OCCUPATIONAL PROFILE -

Now that you have completed » CHRONOLOGICAL OCCUPATIONAL PROTILE for your current Job (or, I1f unemployed,
for your lest Job), please fI11 out & CHRONDLOGICAL OCCUPATIONAL PROFILE for all jobs (including military
scrvice) that you had prior to that. Start witn the job just before your current job or, If unemployed,
your lest job (thia 1s JOB #2), and then work backwards to high school or sge 18, whichever comes first.

:0000000000000000'0..0'000'0'00000000000'00000’000000:
[ OFFICE USE ONLY :
SOCIAL SECURITY NUMBER TODAY'S DATE PROVIDER NG, 1 PROVIDER NO, 2 z
.
—_—— e T — el . U
WONTH DAY VEAR TAST NANE LAST HAME ¢
CPCRINNQ DI040 002000008004000000000000000000000000
SITE OF ENCOUNTER TYPE VISIT CLASSIFICATION (OFFICF USE ONL"
(A) North Isiand (X) Occupational History for Job 1 (10) Reviewed Q0N Not R swed
Number of {OrFICE USE ONLY)

EMPLOYMENT STATUS

(NCE) Wame of employer: __ _  _ . _ (cs¢) Civy, State or Country:
(TND) Yype of industry: __ (HPW) Average numbsr of hours worked per weeki_ __ _
{vs) Year sterted: 19 (TNW) Total years worked there: _
(YL)  Year teft: 19 __ {(THW)  Total months worked there

(1f less than one year):___

(YJT) What was your jJob title? (List ALL
if more than one job title.)

(L)} Briefly describe the duties of your Job for each Job title listed above.

L

JOB-RELATED HKEALTH PROBLEMS OR INJURIES

(JRH- )} While on this job, did you have any Job-reluted health problems or injurles?

O (rs) ves T (s*) wot sure ] (N Mo

If yes or not sure, briefiy describe each problem or Injury. DO NOT WRITE IN THIS BOX

L

S

S e T T e T

o, T T T T T
_______ ——— i —— o — —— e e e e e ]

(CJP- ) 1f yes or not sure, did any of your co-workers have health probli ns or injuries wihile on this same Inb?

O (%) ves O t5%) Mot sure 0 w) wo

If yvour co-workers had health problems o- Injurles,

briefly Jescribe each problem or Injury, DO NOT WRITE (N THIS BOX

N

R

O

L R - - T T T T T T T T
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OCCUPATIONAL HEALTH CARE
OCCUPATIONAL HISTORY
CHRONDLOGICAL OCCUPATIONAL PROFILE

OCCHX
cop

CHRONOLOGICAL OCCUPATIONAL PROFILE (LOP)

(CONT,)

HEALTH HATARDS

What known health hazards were present on this Job? Checi

the appropriate boxes,

Leave the

boxes blank if the harard was nct present or if you are not sure that tne harard was present.

(8)
Also check here
1f you were in

(a)
Check here 1f
health hazard

tndicete how loag
you were directly
or indirectly exposed

to the health hazard.
YEARS MONTHS

-as present direct contact with

on the Job. it by breathing,
touching, or other {Use whole (Use whole
numbers; numbers;

direct exposure.

no ranges) no ranges)

(KMF- ) Fibrous glass (fibderglass) . . 0O 0 .
(KHA= ) Asbestos . . . v v v v v . .4 ... 0o . 0o .. 3
(KHZ- ) (Coa! dust or rock dust . , . . .. . O . o . . N
(KHS- ) Siltica powder or sandblasting dust D . D . .

{KHD- } Other specific dusts (wood,talc,lime). [} s . O

(KHR< } Respiratory or skin irritants. . . . E] R [] . .

(KHCH- } Chemicals (acids,alkalis,solvents) . . [J . D PR ’
(KHH- )  Metal fumes (from molten metal), . . E] . P [] . . :
(KHW- ) wvelding fumes. . . . . . .. .. (] e D [N

(MM1. ) €ns) tar, plech, zephale . m ... O .

(KHE- ) Engine exhaust, grease, oils, fuel . [] e .. [] . ..

(KHH- )  Heat (severe). . . . . . .. 0 . 0 e

(KHLD- ) Cold (severe). . ., . . . o . oo 0O . 5
(KHN- } wolse (loud) . . . . .. ., .., O . . 0o . o
(KHI- ) Won-lonizling radlation ., . . . . . . D . e D e e .
(xHX- ) lonizing radiation (xrays etc,). . . [] . . [] . . .
(KHV- )} Vibration (vibrating tools,moiors) . [] . .. .. [] . B
(KHG- )  Genrere) shop dust. . . . . . PR [] .- P [j .

(KHP- ) Pesticides, herbicides . . . . . . . . D . . D e

\KWOT- ) Other(write dn) _ _ a .......og .....  —T— —T——

(KHO2~ ) Other(wWrite dmy__ —._ O A &

(KHO3- ) Other(wrive imr_ _ _ 0 e o ...... N
(KO- ) Otherwrite dns O ... ... 0 . T ‘
(NPH} [] Check here if there were No health hazards on this Job

tf you did not check Chemlcals in the question above,

to the section on PROTECTIVE EQUIFMENY on the next page.

FARC 1TT-6-8E]




OCCUPATIONAL HEALTH CARE OCCHX
OCCUPATIONAL HISTORY coP
CHRONOLOGICAL OCCUPATIONAL PRCFILE

CHRONOLOGICAL GCCUPATIONAL PROFILE (COP) (CONT.)
HEALTH HAZARDS (CONT.)

1f you checked Cherlicals In the previous questlion, which of the following chemicals were you
exposed to, directly or indlrectly? Check ALL that apply which you are sure you were exposed to.

[J cacc Acids O o7 ketores
[0 cALc Alcohols (industriat) ] o Lead (inorganic)
[ cALk Alkalis {caustics) [J cMs  Manganese
] At Ammonia [0 cHR  Hercury (inorganic)
[J cBNT Benzene [[] tHT  Methylene chlorlde
[J cery Beryllium [ cos&  nNickel (inorganic)
O cco cagmiom [J ¢p  Perchioroethylene
[J ctox cCatciur oxide (1ime dust) O N Pheno!
[:] CCBK Carbon monoxide D {PS Phosgene
{3 ctr  carbon tetrachloride [J cFeB Polybrominated biphenyls (FBg's)
[0 ccN  rhiorinated naphthalene [7] cPcB Polychtorinated biphenyls {(PCB's)
D CCLF Chlorofarm D CSt Sclvents
D CCLP Chloroprene D CsT Styrene
[J ccrn Chromates [ et Toluene
[J coe  dichlorobenzene {3 ¢TE  Trichlorosthane ("Trike")
[ £FDR Frhylene dihramide (£NR) [T ever Teicmlorostigtene
u CHT Kalothane D CNS Nne of previous two: not sure which one,
D CISC  Isocyanates, methyleae diphenyl D CTNT trlnitrotoluene (THT!
Isocyarate (MDI), or toluene .
dlisocyanate (TD1) D cve Vinyl chlorlide
3 ¢ Othertwraee ini _ _ __ __ __ _ _ _ Other(write inj__ __ .
Other (Write inf__ — Other(Write 1. ' o
Other (write in) _ Cther (Write in) __
Other (Write In) __ __ __ Other write inj__
Other (Nrite in) Other (Write in)

———— e e e ——— ———— - e e —— e ——

PROTECTIVE EQUIPMENT

(PEQ- ) DIJ you use protective equipment while on this Job?

Ow ves [J(s) wor Sure Ow «x
(YPQ- ) If yes, which of the following did you use? Check ALL that apply.
D (A)pron D (G} 1oves D s{u)it
[ (£)ar plugs, ruffs, or [ (riespirator [ (o*)ther :Specity)
cranfal helmet
[ (s)afety glasses
3 (+)ace mask e — i ——— e

— - e —— e

NHRC [11-6~B4]
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